Eighteen patients were studied. All fulfilled the
. Nine had a history of acute myocardial infarcts in the past, four of them (cases 2, 3, 6, and 9) having had two acute infarcts documented clinically. Three patients had had angina pectoris. Nineteen age and sex matched control subjects were also studied. All fulfilled the following criteria: (1) death from a non-cardiac condition; (2) no symptoms suggesting myocardial ischaemia 
*Sections not examined in one patient and in two control subjects.
Abbreviations: P, patients; C, control subjects.
of segments narrowed was similar at all levels of severity in the left anterior descending and left circumflex coronary arteries, the right coronary artery showed the highest incidence of severe narrowing, and the left main was not severely narrowed in any patient. In the control subjects the incidence of narrowing in each of the four major coronary arteries was similar at the four categories of narrowing and was not significantly different at any level (Fig. 3) . The percentage of segments narrowed 76 to 100 per cent in cross-sectional area was significantly higher in the proximal half of the right and left anterior descending coronary arteries than it was distally (Fig. 4) . The weight of the heart, the location of the healed myocardial infarcts, and the amount of left ventricular scarring are summarised in Tables 1  and 4 and illustrated in Fig. 5 shock for several days before death from acute pancreatitis.
The relation between the site of the left ventricular transmural scar and the amount of coronary narrowing in each of the 18 patients is tabulated in Table 5 . In nine of the 14 with posterior wall scars, the dominant posterior perfusing coronary artery (right in 13; left cirumflex in one) had a higher percentage of segments severely narrowed ( > 75 %) than the left anterior descending coronary artery. In two of the four patients with anterior wall scars, the left anterior descending coronary artery had a higher percentage of segments severely narrowed (>75%) than the dominant posterior perfusing coronary artery (right in two, left circumflex in two). The location of the transmural scar, therefore,, did not necessarily indicate which of the coronary arteries was most narrowed. Comparison of the two groups of patients with and without a previous clinical history of acute myocardial infarction disclosed a significant difference between them. Severe narrowing (>75%) was more extensive in the former, 35 per cent ± 6 of the 5 mm segments compared with 24±4. Although none of our patients died from cardiac disease, the sizes of the left ventricular scars at necropsy were surprisingly large. With the left ventricle 'arbitrarily divided into two halves, apical and basal, the amount of scarring in the basal half ranged from 15 to 60 per cent (mean 30) and that in the apical half, from 0 to 100 per cent (mean 38%). The nine patients with an overt previous acute myocardial infarction also had larger myocardial scars on average than the nine without this history, but the difference was not significant.
